In discussing a paper by L. A. Coffin of New York, read at the annual meeting of the American Laryngological, Rhinological and Otological Society in 1917, on the subject of the relationship of the nasal accessory sinuses to diseases of the eye, E. S. Thomson of New York remarked that it was hardly necessary to take the maxillary antrum into consideration. Whereupon ]. A. White of Richmond related a case of a middle aged lady who had a retrobulbar neuritis which was blinding her and which promptly cleared up on washing out the antrum.
At the 1920 meeting of the Midwestern Section of the Laryngological, Rhinological and Otological Society, H. B.
Lemere of Omaha recounted a case of optic neuritis which responded to treatment of the maxillary antra.
These are the only two cases I can recall or find after a hasty review of the past few years' literature which directly connect pathology of the antrum of Highmore with optic nerve pathology.
In the past fifteen or twenty years much has been said and written about ocular and orbital disease secondary to disease of the paranasal sinuses, and a few years ago the late Christian Holmes of Cincinnati even \vent so far as to say that he believed 40 per cent of all eye diseases had their origin in the nasal accessory sinuses. Owing, however, to the close juxtaposition, amounting almost to contiguity of the optic nerve with the posterior ethmoid cen and the sphenoid sinus, it seems to have heen more or less commonly accepted that optic *Read at the annual meeting of the Southern Section of the American Laryngological. Rhinological and Otological Society, at Asheville, N. C., January 29, 1921.
:l1(I,\(IlTC\R !{I·:T!WJ:l'J,J:.\1{ OI'TlC f\H'lnTIS, ()77 neuritis, when due to sinus infection, is the result of pathologic changes in these posterior sinuses.
L. E. 'iVhite of Boston, in a very interesting and valuable contribution read at the annual meeting of the Laryngological, Rhinological and Otological Society in 1919, reported some seventeen cases of retrobulbar neuritis, occurring as a result iJf infection of tlfe posterior. t;thmoid and sphenoid sinuses. Ill' gave an enlightening resume of the literature. but in no case \\'as there any reference to the maxillary antrum in this connection. I~ut inaslTluch as a large part of the orbital floor is constituted of the roof of the maxil1ary antrum, it would seem to require no great endowment 0 f genius or creclulity to COIIceive and believe that antral infection could am1 does at times in\'()lve the first nerve and its environs in the orbital apex.
I am glad to be able to supplement the two cases referred to at the beginning of this paper with one of my o\vn, seen in the fall of 1920.
Case.-J\l iss 13. J., a country girl of 16 years, of good health and strong physique, consulted Dr. C. E. Crosby of Greenwood, S. C., in September, 1920, complaining of styes on the lids of both eyes. He found she had a high compound hyperopic astigmatism, which, upon correction, gave a best vision in the right eye of 20/40, and in the left eye, counting fingers at eight feet. ( Note: It was the left eye in which vision was the worse, and this fact supplied an interesting feature of the case.) One week later the patient said she "felt something pop in the upper part of her left eye," and on returning to Dr. Crosby, he found V. R. with correction equaled 20/20, V. L. equaled light perception only. At this time blanching of the left papilla was noted and some enlargement of retinal vessels. Diseased tonsils were discovered and their removal advised.
About one week later the vision in the right eye began to fail, and various X-ray and laboratory examinations failed to reveal the cause of the trouble. In other words, a thorough preliminary study of the case had been made, when at this point 1 was called into consultation. to be severely narrowed, having central vision and only five degrees in upper and nasal fields, with about twenty degrees in lower field and ten degrees on the temporal side. The vision of the left eye was too bad to chart the field. The ophthalmoscope showed normal eyegrounds, all media clear. There was n9ticeable tenderness on pressure over whole of right maxillary antrum, and radiographs showed a faint cloudiness of this sinus. Transillumination by palatoorbital route also revealed definite though not marked cloudiness in this area. Right middle turbinate cystic. No discharge in nares. Large chronic inflamed tonsils and a large adenoid were noted. The history of the case seemed to indicate that the left eye was amblyopic as a result of the high refractive error, and the probable diagnosis of right retrobulbar neuritis, previously made by Dr. Crosby, was concurred in.
October 19. The right middle turbinate was resected and the whole ethmoid line was opened. No pus or granulations were found. There appeared to be no sphenoid opening in the anterior wall, and entrance was made with a Grayson burr. The sphenoid was seen to be absolutely sound and normal. The nasoantral wall was then opened and the antrum irrigated, a large quantity of pus being evacuated. It is true the tonsils and adenoid were removed during the course of treatment, but inasmuch as the ocular condition had shown immediate and continuing marked improvement following the evacuation of the antral pus, steadily progressing during and after tonsil operation, it seems fair to conclude that the maxillary sinus was the real atrium of infection,
